INTRODUCTION AND OBJECTIVES: When operating deep in the abdomen and pelvis, excess fat can interfere with accessing key anatomical structures and create difficulty in dissection and reconstruction. Since intraperitoneal fat is avoided during extraperitoneal robot assisted radical prostatectomy (eRARP), some Urologists have advocated this approach over its transperitoneal counterpart (tRARP) when operating on morbidly obese men (BMI>40). Herein, we aim to compare outcomes of eRARP vs. tRARP in the morbidly obese.
METHODS: A chart review of patients who have undergone robot assisted radical prostatectomy (RARP) at a tertiary care academic center from July 1, 2003 through April 30, 2016 was undertaken. Patients with BMI >40 were identified. Those with concomitant inguinal hernia repair were excluded. The resulting eRARP and tRARP groups were compared for demographic, clinical and pathologic characteristics. Regression analysis was performed between the groups with Age, BMI, ASA score and D'Amico classification as selected covariates.
RESULTS: 3168 patients underwent RARP during this time period, of which 82 patients met our inclusion and exclusion criteria; each group comprised 41 patients. No differences were noted in age, BMI, ASA score or pre-operative PSA. The tRARP group had a higher clinical stage (p¼0.016), biopsy Gleason score (p¼0.007) and D'Amico risk category (p<0.00001). The tRARP group had a higher rate of pelvic lymph node dissection (PLND, p<0.00001). No differences were noted in rate of nerve sparing. No differences were noted in OR time, estimated blood loss (EBL), length of stay (LOS) or time to catheter removal (TCR). No differences were noted in surgical margin status or overall complications (either calculated as binary or total number). On regression analysis, no differences were noted in complications, OR time, LOS, TCR or EBL.
CONCLUSIONS: In this cohort, surgical approach (eRARP vs. tRARP) did not affect intra-or peri-operative outcomes in morbidly obese men undergoing RARP so surgeons should tailor their approach based on comfort level. INTRODUCTION AND OBJECTIVES: Men who are overweight at the time of prostatectomy are more likely to have recurrence and die from prostate cancer than healthy weight men. They also have higher risk for cardiovascular disease, the most common cause of death for prostate cancer survivors. Our study tests the feasibility of weight loss before and maintenance after prostatectomy in overweight men with localized prostate cancer.
Source of Funding: none
METHODS: Men scheduled for prostatectomy received a weight management program (intervention; n¼15) or standard of care (non-intervention; n¼5). The intervention included behavior coaching, diet including meal replacements, physical activity, and self-monitoring technology. Body weight, body composition, cardiometabolic markers, and quality of life were measured at baseline, 1 week before surgery, and 12 weeks after surgery. Changes within and differences between groups were analyzed using the two-sample t-test.
RESULTS: The intervention led to 6 kg of weight loss (95%CI, 3-8 kg; p<0.001) and 4 kg of fat loss (95%CI, 2-6 kg; p<0.001) from baseline to surgery (mean¼6.6 weeks). Between group differences in weight change and fat loss were significant (P¼0.012; P¼0.032, respectively). In the intervention group, blood glucose decreased by 11 mg/dL (95%CI, 0.5-22 mg/dL; P¼0.04); insulin decreased by 3.4 mIU/ mL (95%CI, 0.1-7 mIU/mL; P¼0.03); C-peptide decreased by 0.7 ng/L (95%CI, 0.17-1.3 ng/L; P¼0.01); systolic blood pressure decreased by 8 mmHg (95%CI, 1-15 mmHg; P¼0.03); and leptin:adiponectin ratio decreased (P¼0.008) from baseline to surgery. Changes in lipid profiles were not significant. Twelve weeks after surgery, weight was maintained and physical quality of life was better in the intervention group than the non-intervention group (P¼0.03).
CONCLUSIONS: The intervention led to significant weight loss and improved cardiometabolic markers. A larger, randomized controlled trial is needed to evaluate efficacy and cancer biomarkers. . 197, No. 4S, Supplement, Tuesday, May 16, 2017 recurrence after radical prostatectomy (RP), due in part to underpowered cohorts and limited follow up. Herein, we evaluated the association between obesity and PCa recurrence after RP using a large institutional dataset with long-term follow-up. METHODS: We reviewed years 1987-2013 of the Mayo Clinic RP Registry to identify men with Body Mass Index (BMI) information available. Men who underwent PCa treatment prior to RP and men with metastatic disease at RP were excluded. Patients were grouped into four BMI categories: < 25, 25-29.9, 30-34.9, and > 35. BMI > 30 was defined as obese. Standard descriptive statistics compared baseline characteristics, while forced entry multivariable cox proportional hazard models assessed the association of BMI with metastasis and prostate cancer mortality (PCM). Multivariable models were adjusted for pre-RP PSA, pathologic Gleason Score, pT stage, pN stage, margin status, age, adjuvant hormone therapy, adjuvant radiation, year of surgery, and open vs robotic approach.
Source of
RESULTS: In our cohort of 18,039 men (median follow-up 9.3 years after RP), 20.6% (3,707), 51.9% (9,348), 21.9% (3,936) and 5.6% (1,016) had a BMI < 25, 25-29.9, 30-34.9, and > 35, respectively. Higher BMI categories had higher rates of pathologic Gleason Score 7-10 disease: 38.7%, 40.7%, 46.1%, 54.0%, respectively (p<0.001). Obese patients also had higher positive margin rates: 23.4%, 26.3%, 30.1%, 31.9%, respectively (p<0.001). PSA, pT stage, pN stage, and adjuvant therapy did not significantly differ between BMI categories (p>0.05). Log Rank comparisons found higher Kaplan-Meier rates of metastasis and PCM for patients with a BMI of 30-34.9 and > 35 (p<0.05 for all). On multivariable cox regression for metastasis, patients with a BMI 30-34.9 (HR 1.307, 95% CI 1.073-1.592, p¼0.008) and BMI > 35 (HR 1.421, 95% CI 1.071-1.886, p¼0.015) had an increased risk of metastasis relative to patients with a BMI < 25. Similarly, patients with a BMI 30-34.9 (HR 1.323, 95% 1.010-1.733, p¼0.042) and BMI > 35 (HR 1.620, 95% CI 1.098-2.392, p¼0.015) had higher PCM rates relative to patients with BMI < 25 on multivariable analysis. CONCLUSIONS: Our data supports an independent association between BMI and PCa metastasis and cancer-specific mortality after RP. There was a direct increase in the odds of metastasis and PCM between the BMI 30-34.9 and BMI > 35 groups, further strengthening this link. Further study is warranted to determine if weight loss can abrogate this effect of obesity on PCa recurrence after RP.
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MP93-17 ASSESSMENT OF HEALTH RELATED QUALITY OF LIFE (HRQOL) IN PATIENTS SUBMITTED TO EXTRAPERITONEAL ENDOSCOPIC RADICAL PROSTATECTOMY (EERP) AND TRANSPERITONEAL ENDOSCOPIC RADICAL PROSTATECTOMY (TERP) WITH EXTENDED PELVIC LYMPH NODE DISSECTION
Sebastian Piotrowicz*, Lukasz Nyk, Mieszko Kozikowski, Jan Powroznik, Jakub Dobruch, Otwock, Poland INTRODUCTION AND OBJECTIVES: Radical prostatectomy (RP) remains the mainstay therapy in localized disease. In recent years, minimally invasive, endoscopic RP (ERP) gained widespread use although its influence on patients reported health related quality of life (HRQOL) was not fully established. To assess HRQOL in men subjected to extraperitoneal, endoscopic radical prostatectomy (EERP) and transperitoneal endoscopic radical prostatectomy (TERP) with extended pelvic lymph node dissection.
METHODS: HRQOL surveys were completed at baseline, 3 and 12 months after surgery. The general and prostate-specific sections of HRQOL were assessed with Medical Outcomes Study 36 e Item Short Form (SF-36) and University of California, Los Angeles Prostate Cancer Index (UCLA e PCI) respectively. RESULTS: The surveys were returned by 126 (76%) and 111 (67%) men after 3 and 12 months, respectively. Adjuvant radiotherapy was performed in 10 (9%) patients. Only patients without adjuvant treatment (radiotherapy or hormonotherapy) were included in the analysis, resulting in a final study cohort of 101 patients (71 and 30 for the TERP and EERP, respectively). The median patients age in TERP and EERP group was 62.0 and 64 years, respectively. There is no significant difference QOL scores for the baseline, after 3 months and 12 months after operation in each group. In the EERP group Mental Health improved over the baseline after 12 months. In the TERP group Mental health and Social functioning improved over the baseline after 12 months. In the rest of domains QOL scores did not change after 12 months in both groups. For the baseline score, at 3 months and 12 months there was no significant difference between the EERP and TERP groups except for sexual function that was worse in the EERP group at baseline. Urinary function, urinary bother, sexual function and sexual bother had not returned to baseline at 12 months in both groups. Bowel function and bother was not different after 12 months in each group. At 12 months after ERP 41 (58%) and 17 (54%) men did not use any pads for 24 hours in TERP and EERP group, respectively CONCLUSIONS: Endoscopic, extraperitoneal and transperitoneal radical prostatectomies with extended pelvic lymph node dissection do not alter patients reported health related quality of life. No significant differences were found between the two treatment groups. We could attributed that aggressive treatment of PCa do not more compromise HRQOL. METHODS: Twelve prostate cancer patients with normal preoperative erectile and urinary function were enrolled in an IRB approved single arm pilot study to receive RARP with unilateral cavernous nerve reconstruction using processed nerve allograft. Patients were followed for 24 months after surgery. Erectile and urinary functional recovery was measured using the International Index of Erectile Function-EF domain (IIEF-6) and the Expanded Prostate cancer Index Composite (EPIC, Version 2.2002) questionnaires. Possible adverse events related to nerve graft implantation were assessed. RESULTS: Planned surgery was successfully performed in all 12 patients by a single surgeon without any attributed complications or adverse events. The implantation procedure extended operation time by16 AE 4.3 minutes. Two patients received androgen deprivation therapy post-operatively and were excluded from analysis. Partial recovery of erectile function (IIEF !13) was seen in 50% and 70% of patients by 12 and 24 months after surgery respectively, while recovery of potency (erection firm enough for intercourse, IIEF !22) was achieved in 50% of patients 24 months after surgery. Urinary continence (0-1 pad used per day) was restored in 75%, 83.3% and 91.7% of patients by 6, 12 and 24 months after surgery, respectively.
Source of
CONCLUSIONS: Cavernous nerve reconstruction using processed nerve allograft during robot-assisted radical prostatectomy is technically feasible and shows promise in recovery of desirable functional outcomes.
